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2} | solemnly confitm that assistance, if received from Koshika Foundation. will be used only for ihe *purpose”, 2= stated In this Form, for which such sssistance
wiss roguesied by me

3} 1 hereby confirm mat | frave not & will not in future, svail of rembursement, n part or in full, from any other sourcelemployerinsuranca company, of e amount
Towt wetilich Ehin nastAnCE W reguireiiog

1) # e wm o B gm oo @ e md ondt e S0 el @ s v w o ool o R of e we v e | @ 5 aee fee o m owel |
1) # g o w aofn S wife swtert, dd w o |, Tew red sl st W g ¥ Tl Fem wi, dm oy A o b

1) ¥ e wum e fan s g e ke o nf &, v ainow s e fiem Pl aen winfidm s o 3 @ e b ool R e F o
AGREEMENT by APPLICANT (wmies g1 %ar)
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